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Abstract
Background: Many patients with end-stage renal disease (ESRD) need and want improved emotional and psychological
support. Explicit attention to patients’ emotional issues during consultations can help, yet renal consultants rarely address
emotional problems. This qualitative study aimed to evaluate whether two different low-cost interventions could individually
enable consultants to talk with patients about their emotional concerns during routine outpatient consultations.
Method: One intervention involved patients using a Patient Issues Sheet to identify two to three issues they would like to talk
about in their consultation and the second involved consultants asking patients a direct question about their emotional
feelings. Consultants were trained to handle any emotional issues raised. Semi-structured interviewswere conductedwith ﬁve
consultants and 36 ESRD patients from two UK renal units. Interviews were transcribed verbatim and analysed using the
constant comparative method.
Results: Although consultants and patients tended to use the two interventions in different ways, they expressed generally
positive views about how helpful the interventions were in promoting discussion of emotional issues. Consultants appreciated
the training for facilitating empathetic handling of patients’ emotional disclosures and containment of discussion. Most
patients who raised emotional concerns were satisﬁed with their consultant’s responses, while others were dissuaded from
more explicit discussion by their consultant’s concentration on physical considerations.
Conclusions: These qualitative study ﬁndings suggest that both interventions are feasible and acceptable and have the
potential to help consultants improve emotional and psychological patient care, providing cognitive and behavioural tools to
enable discussion of emotional issues during routine outpatient consultations.
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Introduction
Dialysis and renal transplantation are life-saving treatments, but
they are also demanding and impact appreciably on the everyday
lives of end-stage renal disease (ESRD) patients, often negatively
affecting emotional and psychological well-being. Many patients
ﬁnd the transition to dialysis frightening and traumatic [1–3]. They
can continue to experience periods of distress throughout their
time on dialysis due to the stress of treatment, loss of sexual func-
tion, altered body image and decreased physical and cognitive
functioning, as well as consequent effects on employment, rela-
tionships and lifestyle [4–7]. Transplant patients experience
many of the same stresses, along with fear of transplant failure
and signiﬁcant distress if a transplant does fail [8].
The prevalence of depression or anxiety in the ESRD popula-
tion is around four times higher than in the general adult popu-
lation [9–11]. No robust data exist on the prevalence of lower-level
emotional and psychological problems, deﬁned as difﬁculties
in coping effectively with the diagnosis, physical symptoms
and treatment, which result in distress, poor emotional adjust-
ment and reduced quality of life [12, 13]. Nonetheless, a recent
study found that more than a third of dialysis patients experi-
enced emotional difﬁculties, particularly during the transition
to dialysis and early months on dialysis [3]. Furthermore, un-
treated psychosocial problems are associated with withdrawal
from dialysis [14, 15], poor medication and diet compliance [16–
18] and reduced ability to engage in pre-renal replacement ther-
apy education and treatment choice [3, 19, 20].
Despite this evidence, management of patients’ emotional
and psychological difﬁculties, particularly at the lower level,
remains suboptimal. Access to support is often restricted to
patients with higher-level needs requiring psychiatric or psycho-
logical intervention. Patients want improved lower-level support,
particularly in the areas of adjustment and coping, yet their
needs tend to be ignored and frequently remain untreated
[19, 21–23].
The reasons for clinicians’ insufﬁcient response are complex.
There is some evidence that renal staff ﬁnd it hard to recognize
patients’ distress [21, 24, 25], while cancer studies suggest that
patients tend not to spontaneously express emotional concerns
[26–30]. Additionally, doctors can be reluctant to address emo-
tional issues during consultations: although talking about emo-
tional concerns appears to improve patients’ well-being [31–33],
doctors prefer to focus on biomedical issues [34, 35]. Discussions
with local renal consultants identiﬁed further barriers, including
worries about lengthening consultation times, being unable to
deal with the issues raised by patients and added costs. Notably,
though, there is relevant research conducted in other long-term
conditions to indicate that clinicians can be trained, particularly
through motivational interviewing, to facilitate patient engage-
ment during time-constrained consultations [36, 37].
The aim of this qualitative study was to evaluate whether
two different low-cost interventions designed to adjust consult-
ant–patient communication could feasibly be used individually
during routine outpatient consultations to enable consultants
to talk explicitly with patients about their emotional concerns.
Materials and methods
Ethical approval was received from a local committee of the
National Research Ethics Service (13/LO/0443). The study was
also approved by the Research Governance ofﬁce of each Trust.
All patient participants gavewritten informed consent. Guidance
provided by Bristowe et al. [38] for ensuring quality when
undertaking qualitative research in renal medicine was used
to assess reliability and validity in developing the study aims,
designing an appropriate methodological approach and appro-
priate and rigorous data analysis and interpretation.
Design and setting
A qualitative design was employed to enable an in-depth under-
standing of the context in which the interventions were used, as
well as the experience of those providing and receiving the
interventions [38–40]. Patients and consultants were recruited
to the study from two NHS Hospital Trusts.
Interventions
Patient participants received one of two interventions while
attending a routine outpatient consultation. The ﬁrst interven-
tion involved the use of a Patient Issues Sheet (Figure 1 ), on
which patients were asked to indicate the two to three issues
that they would most like to talk about during their consultation.
Shown on the sheetwere themain physical and emotional ESRD-
related patient concerns [24, 25], with blank circles where
patients could insert additional issues. A study researcher gave
patients a sheet to complete while they waited in the Renal
Unit and then to take to their consultation. Consultants were in-
formed which patients had received a sheet prior to the
consultation.
The second intervention entailed consultants asking patients
a speciﬁc question adapted from one included in the Patient
Health Questionnaire (PHQ-9) [41] and recommended by the
National Institute for Health and Clinical Excellence [42]. The
question wording agreed upon by consultants participating in
the study was ‘During the last few weeks have you been feeling
down or miserable at all?’
The consultants engaged in a 90-min interactive training
session led by a renal psychologist that covered patient engage-
ment using motivational interviewing, open questions, afﬁrm-
ation and reﬂection [43]; employing a three-stage model of
counselling to ask patients about their feelings [44, 45]; and
handling emotional issues raised by patients. Each consultant
then used the ‘patient question’ in two to three consultations,
observed by the psychologist, who provided feedback on how
they managed patients’ responses.
Recruitment
Eligible patients were adults >18–90 years of age with ESRD who
attended a routine renal outpatient clinical consultation during
the study period. The study population was also restricted to
patients on dialysis for nomore than 12months; there being evi-
dence identifying emotional difﬁculties as particularly prevalent
among recent dialysis starters [3]. Patients were excluded if they
were cognitively impaired or currently accessing psychological
support. Purposive patient sampling was planned to provide
maximum diversity of age, gender, ethnicity, position along
the ESRD pathway and dialysis treatment type. However, be-
cause patient numbers were smaller than expected in both
study sites, all eligible patients were included in the potential
sample—34 patients in one site and 41 patients in the other.
A week before their outpatient appointment, patients were
sent a consent form and study information sheet. A study
researcher explained the purpose and nature of the study to
patients in the Renal Unit prior to their consultation and con-
senting patients were allocated in sequential order to one of
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the two interventions. Thirty-six patients (48% of those eligible)
agreed to participate: 27 patients from site 1 (79%) and 9 from
site 2 (22%). Reasons for non-consent were not collected.
All eligible consultants in the two study sites were invited
to participate. Eligible consultants were those who held regular
outpatient consultations with dialysis patients and were willing
to be trained by a renal psychologist and then use two different
interventions in routine consultations with eligible patients.
Five consultants expressed interest, three from site 1 and two
from site 2, and were sent a consent form and study information
Fig. 1. Patient issues sheet.
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sheet. They all agreed to participate. All access and consent
processes for patients and consultants complied with ethical
principles [46].
Data collection
Interviews were conducted between June and November 2013.
Patients were interviewed by telephone to accommodate
the signiﬁcant time constraints created by their treatment.
The interviews took place 7–14 days after they had received an
intervention. Consultants were interviewed face-to-face in their
Renal Unit and at the end of the study. Patient interviews lasted
10–50 min (median 32) and consultant interviews 35–70 min
(median 48). The interviews were semi-structured (Table 1) to
allow the key areas of research interest to be explored without
being overly prescriptive in terms of content and direction
[47, 48]. In each patient interview, participants were read the
patient question and asked if their consultant had used this
question during their last consultation. All interviews were digit-
ally recorded and professionally transcribed in full, with tran-
scripts checked against recordings.
Analysis
A framework approach was used to code and categorize the
research data [49]. Patient and consultant data were analysed
separately and two individual frameworks developed from the
analyses. Transcripts from the ﬁrst third of patient interviews
and ﬁrst two consultant interviews were read and reread by
one researcher. Datawere brokendownusing line-by-line coding;
the codes were clustered manually to identify preliminary
categories based on issues and themes. Initial frameworks were
developed from the emerging codes and categories after scrutiny
and discussion with a second researcher, who had also read the
transcripts. Together the researchers asked questions of the data
to assist identiﬁcation of category properties. Verbatim patient
and consultant responses were then entered onto separate
spreadsheets.
Constant comparison was utilized, with each data collection
from further interviews compared with every other for similar-
ities, differences and connections [50, 51]. Categories included
in the two frameworks were reﬁned and enhanced, some com-
bined and others condensed or removed. This process was
undertaken independently by one researcher and was supple-
mented by continuous collaborative discussion with the second
researcher to reach consensus and conﬁrm categories.
Results
Participants
The mean age of participants was 61 years. Most participants
weremale (67%) and white British (69%) and had been on dialysis
for ≤6 months (58%). Two patients were recruited in error, each
having been on dialysis for longer than the 12-month inclusion
criteria. They were nevertheless included in the results, since
the additional time period was only 1 month. A total of 58% of
participants were on peritoneal dialysis (PD) and 42% on haemo-
dialysis (HD) (Table 2).
Twenty-one patients (58% of participants) were given a pa-
tient issues sheet. Nineteen of these patients said they com-
pleted the sheet and 16 said they used the sheet during their
consultation. Twenty patients (56% of participants) said they
had been asked the patient question, while two patients could
not remember.
Four consultant participants were male and one was female;
three were Asian British and two white British.
Qualitative interview ﬁndings
Following analysis,ﬁve categorieswere identiﬁed: (i) interventions
adapted for personal use (consultants and patients), (ii) patients
enabled to raise emotional issues (patients), (iii) consultants facili-
tated to explore emotional issues (consultants), (iv) handling dis-
cussion (patients) and (v) training valued (consultants).
Supporting quotations are provided in Table 3.
Interventions adapted for personal use
Each consultant had their ownway of using the patient question,
adjusting the intervention to suit their personal consultation
style. One consultant used an accompanying explanation, as
they felt it was awkward to ask a direct question alone. They ex-
plained to patients how it was normal to have emotional con-
cerns and that talking about these feelings would enable
appropriate support to be offered to them (Quote 1).
A targeted approach was used by another consultant, who
chose which patients to ask the question according to whether
or not they perceived the patient to be distressed. This consultant
worried that patients who appeared to have no emotional
Table 1. Exemplar patient interview question and question prompts
Question: Did you use the sheet at all during your consultation?
Question prompts: How did you use it? When did you use it? What did
you say? What did your consultant do? What did your consultant
say? Was this helpful or not helpful?
Exploratory prompts: Why do you feel that way? Can you tell me a little
more about that? Why is that? Anything else you can think of?
Table 2. Characteristics of patient participants (n = 36)
Characteristic n (%)
Mean age, years 61
Age
18–49 years 9 (25)
50–64 years 10 (28)
≥65 17 (47)
Gender
Male 24 (67)
Female 12 (33)
Race/ethnicity
White British 25 (69)
Asian British 9 (25)
Black British 2 (6)
Current dialysis therapy
Peritoneal dialysis 21 (58)
Haemodialysis 15 (42)
Time on dialysis therapy
>3 months 13 (36)
3–6 months 8 (22)
7–9 months 6 (17)
10–12 months 7 (19)
>12 months 2 (6)
Received patient issues sheet
Yes 21 (58)
No 15 (42)
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Table 3. Supporting quotations by category
Theme Quotations
Interventions adapted for personal use Quote 1: I’ve stressed to them, ‘Well, it’s entirely correct that you are allowed to feel upset about a life-changing
event. It’s normal to feel depressed. It does happen. So it’s important that we talk about it to help you in all
its – you know, to deal with all its aspects’. Consultant 3
Quote 2: I didn’t really want to use those questions with those patients because they were just going to look at me
funny and it was going to reﬂect on me and how I interacted with the patient. Consultant 4
Quote 3: Everything is going quite well there’s a sudden change of direction. . .And that’s the problem I havewith
the intervention in the sense that if everything is going swimmingly, how do you say it without feeling
uncomfortable? Consultant 2
Quote 4: What I normally do is to, I just put them (the Patient Issues Sheet) aside ﬁrst and then I go through
what I would normally do, you know in a clinic setting, and then come to, towards the latter part of the
consultation I will ask ‘is there anything in the yellow sheets that you want to discuss?’ That’s how I start with
that. I mean they will just look at the sheets and say these are the areas that I circled or indicated. . ..I just go
through the sheets with them. Consultant 1
Quote 5: S/he took the sheet off me and s/he said you know, ‘What would you like to talk about on here?’ Patient
16
Quote 6: Now I might have misunderstood it, but I thought s/he was going to ask me for that at some point. S/he
never made any reference to it at all. . .I walked out of there carrying it still folded up in my hand. Patient 13
Quote 7: I felt uncomfortable because the patients weren’t bringing it to the fore. . .They’ve got the piece of paper
that they’re asked to bring in and they’ve not put it in front ofme and they’ve got it to one side. I just felt because it
happened so often, I was surprised. Consultant 2
Patients enabled to raise emotional
issues
Quote 8: ‘I mean, I think if you start going on how you’re actually feeling or if I go in and say, “well look, I’m feeling
a bit depressed” and you’rewondering whether you’re encroaching on their time. . .I know they haven’t got a lot
of time but, I mean, youmight feel as though yes you are taking up extra time and they really perhaps don’t want
to be bothered so you perhaps don’t talk about it with them.’ Patient 35
Quote 9: It shows that somebody cares. Patient 36
Quote 10: The sheet helped me because I’d got those three rings round the items I was interested in. I knew what
I was going to say and what I was going to ask. Patient 1
Quote 11: It prompted me to ask the questions. Had I not had that form, I might not have asked the questions.
Patient 18
Quote 12: I think probably without the yellow sheet, I probably wouldn’t have had that conversation about the
prognosis. Patient 16
Consultants facilitated to explore
emotional issues
Quote 13: As doctors perhaps we haven’t helped them because we haven’t actually thought about how they’re
managing. . .So by asking these obvious questions outright, overtly, has helped to explore those issues.
Consultant 3
Quote 14: If it has a structure there’smore of a pathway and you know how to proceed, like A, B, C. . .So it’s just a
way of how to make it part of your normal working way of practice as opposed to being a bit erratic and
haphazard.
Consultant 5
Quote 15: I just happened to ask that question and it just opened up the ﬂood gates of issues the patient is
facing. . . I just kept quiet and just let her talk and just use words like, ‘I see, I understand’, sort of reafﬁrm her
emotion and her display and trying to reassure her that, you know, it’s a safe environment for her to talk about it.
And it’s been very positive. Consultant 1
Quote 16:Well, you just talked about it, you know, sort of if therewas a problem then yes, you know,what support
they had, whowas at home, you know, a lot of the time they’re elderly and yeah, they don’t get outmuch and they
feel all they do is come for dialysis and go home again. So it’s relating to sort of, you know, is there any way you
can improve that? But then often its multi-factorial isn’t it? There’s no easy answer. Consultant 5
Handling discussion Quote 17: She/he kind of reassured me, basically put my mind at ease, that it’s kind of OK. . ..The answer was,
well it was sufﬁcient basically. I don’t really know what else the consultant could have done. Patient 6
Quote 18: She/he was empathetic. . .Just in, you know, her/his eye contact, her/his tone of voice etcetera. Things
like that. But also giving me the time to ventilate, you know, what I was thinking, what I was feeling, and
listening to what I was saying. Patient 16
Quote 19: I don’t know whether she/he actually was pushed for time or something but I got the feeling that s/he
didn’t really want to go into discussions about things. . .when I said about the feeling tired and lack of energy
s/he accepted that but didn’t want to go into detail about it. . ..I felt there could have been a bit more time to
discuss perhaps the things that I might havewanted to talk about rather than feeling pushed to the idea that s/he
wanted to carry on their way and that was it. Patient 32
Training valued Quote 20: I’m capable of handling sort of a mild display of emotion, but when the patient is crying and really upset
I ﬁnd it sort of out of my depth. But it was good that we had some training with us and so what I’ve done is I just
kept quiet and I just let her talk. And I ﬁnd that the most useful strategy actually. Consultant 1
Quote 21: I will say, ‘well on our next visit we’ll talk about whatever is unresolved. Consultant 3
Quote 22: The most useful thing, actually, was having somebody say, ‘These are the services that seem to be
available round here that you may wish to try’. . . .Having that knowledge of ‘these are the services available’
was the most important thing, from my point of view. Consultant 4
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difﬁcultieswould consider the question inappropriate, impacting
negatively on the consultant–patient relationship (Quote 2).
For one consultant, the question was too direct and downbeat,
discordant with the positive mood and tempo they liked to main-
tain in consultations, especially if all the patient’s physical
indicators were good (Quote 3). This consultant preferred to ask
amore open-endedquestion, such as ‘Howhaveyou been feeling?’
Additionally, the timing of the question varied. Some consul-
tants said they asked the question at the beginning of the con-
sultation, while others recalled using it after they had covered
clinical issues (Quote 4).
The patient issues sheet was also used in different ways.
Several patients reported that their consultant had directly
asked what they had marked on the sheet. Some patients said
they had responded by reading out the issues, while others
mentioned showing or handing the sheet to their consultant
(Quote 5). A number of patients said they had never exposed
their sheet, but instead recalled the issues marked. Few patients
talked about taking the initiative by referring to the sheet or
handing it to their consultant without prompting.
Three patients recollected making no use of their completed
sheet. For one patient, this was because the issues came up spon-
taneously,whereas for the others, therewas a perception that the
consultant had not encouraged use of the sheet (Quote 6).
Similarly, consultants described diverse approaches to using
the patient issues sheet. In particular, therewas a notable contrast
in terms of whether or not they encouraged their patients to talk
aboutwhatwasmarked on the sheet. For example, one consultant
recountedhow they liked to look at the sheet togetherwith the pa-
tient and then discusswhat was indicated. Perceiving the sheet as
a patient-led intervention, another consultant said he/she pre-
ferred not to stimulate or direct its use in any way (Quote 7).
Patients enabled to raise emotional issues
Both interventions prompted favourable patient reactions,
primarily because patients felt enabled tomention emotional con-
cerns. Patients appreciated the patient question because it encour-
aged expression of personal worries, giving them the opportunity
to speak about their feelings. For example, one patient said the
interventionhad ‘allowed’ them touse their consultant’s restricted
time todiscuss emotional issues (Quote 8). The question alsomade
patients feel more cared for by their consultant (Quote 9).
A minority of patients disliked the question and chose not to
discuss their emotional needs; they presupposed that an admit-
tance of feeling down ormiserable would imply being depressed,
and feared the associated stigma. There were also some patients
who felt the question was not relevant to their current mood.
Nonetheless, all patients thought that consultants should con-
tinue using the intervention, except for one participant, who
thought it was better for patients to sort out their own problems.
The patient issues sheet was valued for being a helpful aide-
memoire, enabling patients to recall during their consultation
the issues they wanted to discuss (Quote 10). Patients also appre-
ciated the sheet for the information it offered about the type and
scope of issues experienced by other renal patients, and for pro-
viding useful guidance on what they could ask their consultant
about. Several patientsmentioned that the sheet gave them ‘per-
mission to engage’ by sanctioning them to raise personal con-
cerns for discussion (Quotes 11–12).
Consultants facilitated to explore emotional issues
Consultants expressedmostly positive opinions about the effect-
iveness of the interventions in enabling exploration of patients’
emotional difﬁculties. The interventions were thought to help
identify those patients experiencing emotional problems, ‘open-
ing the door’ to discussion and a better understanding of their
well-being. Some consultants said this helped to improve care
(Quote 13). Consultants also valued having a structured way to
recognize and respond to patients’ concerns, since this facilitated
the incorporation of emotional discussions into routine consul-
tations (Quote 14). However, one consultant was surprised that
fewer patients than expected had raised emotional issues.
Some consultants appeared comfortable with patients’ emo-
tional release and listening to their concerns. Others seemed to
want to question further or to ﬁnd solutions. For example, one
consultant described the perceived positive effects of listening
and being empathetic on a patient’s well-being (Quote 15).
Another explained how they would work with their patients to
identify the cause of any emotional difﬁculties and then try to
solve the problem, although they acknowledged that this could
be difﬁcult given the many stressors often involved (Quote 16).
Handling discussion
Patients were generally satisﬁed with how their consultant
conducted discussion about any emotional issues they had dis-
closed in response to an intervention (Quote 17). Expressions of
empathy were particularly appreciated and seemed helpful in
encouraging patients to explain more about their feelings
(Quote 18). There were also patients whose consultant was said
to have adopted a more practical and problem-solving response,
often focusing solely on the physical symptoms that might be
causing the issue raised. While some of these patients were
content their consultant had discussed the issue, there were
others for whom a practical response, without consideration of
emotional aspects, appeared to have constrained discussion
and support.
A few patients expressed dissatisfaction because they thought
their consultant had prevented or closed down discussion, and
seemingly preferred to keep to their normal consultation agenda
(Quote 19).
Training valued
The training was found to be very helpful, particularly by those
consultants who described themselves as feeling less comfort-
ablemanaging patients’ emotional responses. Itwas seen as hav-
ing provided a useful menu of ways to respond empathetically
and supportively to patients’ expressions of emotion (Quote 20).
Consultants also valued learning strategies to structure and
contain discussion of emotional issues; for example, agreeing
with the patient to continue discussion into the next consult-
ation (Quote 21) or suggesting referral to local support services
(Quote 22). As a result of using these approaches, several consul-
tants said they had been able to support patients without length-
ening the consultation.
Discussion
This qualitative study found that both interventions, the patient
question and the patient issues sheet, were helpful in enabling
consultants to talk with patients about emotional issues during
routine outpatient consultations. The results indicate that the
form, manner and context in which each intervention was used
tended to determine how effective it was in adjusting consult-
ant–patient communication and encouraging explicit discussion
about emotional concerns. Our study suggests several elements
that could be facilitative, and these are summarized in Table 4.
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The patient issues sheet seemed to work best when patients
were actively encouraged by their consultant to talk about what
they had marked. There was limited spontaneous patient use
of the sheet, which may be because this involved a change to
the expected consultant-led consultation structure. It suggests
that consultant prompting and overt attention to issues raised
are important in inﬂuencing effective intervention use. Interest-
ingly, Brown et al. [33, 52] reported that cancer patients given a
question prompt sheet were only comfortable about asking
more questions in consultations when there was oncologist
endorsement of the sheet.
Therewere two aspects of the patient question that appeared
to encourage emotional disclosure and discussion. First was the
question helped to make patients feel more cared for emotional-
ly. Through simply asking the question, consultants conveyed
that support was available and disclosure acceptable. The im-
portance of perceived care and empathy in encouraging emotion-
al response is well-documented in cancer studies [26, 28, 30, 53].
Second, the question provided an enabling prompt for patients.
While some consultants were uncomfortable using a direct and
speciﬁc question, most patients supported its use. Patients felt
they were being given an opportunity and the support of their
consultant to speak about their emotional feelings. This is in
linewith existing evidence that clinician use of leading questions
facilitates discussion of psychosocial issues [29]. However, direct
questions have been shown to have differential effects depend-
ent on the general style of the consultation; asked in an appropri-
ate situation they can result in disclosure, but they may have the
opposite effect when inserted out of context [28]. Adaptation of
the intervention to individual style, as practiced by consultants
in this study, may therefore be apposite.
Our ﬁndings showed that both interventions were appreciated
by patients and there appeared to be no negative reactions. Most
patients who raised emotional concerns were satisﬁed with how
these were handled. Several patients seemed to have experienced
a sense of empathy, and this subsequently encouraged more dis-
closure about feelings. The training for consultants appears to
have had an important role in helping themhandle patients’ emo-
tional responses effectively, as well as containing discussion so
that consultationswerenot felt tohavebeen lengthened.However,
a few patients reported that their consultant had concentrated
onlyon the physical aspects of issuesmentioned andnot the emo-
tional, which in some cases seems to have restricted discussion.
This supports earlier ﬁndings that patients tend to provide more
information about psychosocial issues to clinicians who openly
acknowledge their distress [28, 54].
A major strength of this study is that the qualitative design
enabled exploration of the feasibility, acceptability and appropri-
ateness of the two different interventions [38] and an understand-
ing of consultant and patient responses to the interventions.
However, the study has limitations. As our sample included only
patients on dialysis for ≤12 months, the ﬁndings may not be gen-
eralizable to all ESRD patients. Further, we did not directly observe
consultant–patient interactionsand therefore cannot verify the re-
ported responses. Although the study endeavoured to employ a
purposive patient sample to provide maximum diversity, this was
not possible. As a result, none of the recruited sample was on
home HD and females were under-represented. Notably though,
therewere no identiﬁable gender differences in patients’ responses
to the interventions, despite evidence indicating that females are
more likely to express emotional issues [55, 56]. For this qualitative
study, the interventionswerenot placedwithin a theoretical frame-
work. Any future research, however,would beneﬁt from the explicit
incorporation of a theoretical framework to measure and describe
mechanisms of change: patient–clinician communication theory
[57, 58] or communication constructs integrated with theories of
self-efﬁcacy [59] and enablement [60] appear relevant.
Nonetheless, the ﬁndings from this qualitative evaluation
suggest that both interventions can feasibly be used individually
during routine outpatient consultations, with the potential
to equip consultants with the cognitive and behavioural tools
to discuss emotional issues and help improve their support
of ESRD patients’ emotional and psychological well-being.
Consultants in the two study sites have continued to use one or
both interventions. The interventions therefore show promise,
but future research with larger samples is needed to measure
the impact of the interventions on patients’ emotionalwell-being.
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